One serious but expected outcome of the prolongation of our life span, and the correspondingly significant increase of the elderly population, is the increase of a disorder commonly referred to as dementia. How to cope with age related dementia is now a common problem in all developed countries. There are several issues to overcome the difficulties in order to establish the adequate strategies against age-related dementia in the field of clinical psychiatry. In this article, the author attempt to clarify the issues mainly by referring to his recent research findings.
Epidemiological issues in dementia
Our recent epidemiological study of age related dementia in Kanagawa Prefecture can give us an idea of the magnitude of the problem we are facing. Kanagawa Prefecture is located just to the southwest of the Tokyo metropolitan area. Most of this prefecture is within commuting distance of Tokyo, which can be reached in one or one and a half hours by train or car.
The subjects of the study were 1,800 people, aged 65 or older, selected by random sampling from among a total of 224, 492 elderly residents in kanagawa Prefecture. The period of study was 3 months, from November 1st, 1982 to January 31, 1983. The survey consisted of two parts. The primary survey, which investigated the general health status, identified 230 individuals as suspected victims of mental illness. In the secondary survey, these 230 aged people were interviewed by a team composed of a psychiatrist and psychologist, on home visits, to perform the psychiatric examination.
The distribution of sex and age in the group studied was similar to that of the total population of the elderly.
The diagnostic criteria of dementia used in the present study were similar to those of DSM-III (American Psychiatric Association 1980). However, the causes of intellectual deterioration in the aged are complicated and, especially in field surveys such as this study, etiological differentiation is not necessarily easy, even for well trained psychiatrists, since various diagnostic procedures such as computed tomography, EEG, and laboratory examinations cannot be used in home visits. To avoid diagnostic misclassification, relatively strict criteria were employed, especially to diagnose senile and vascular dementias. In addition, we used the The results of the study revealed that 70 elderly people were suffering from a state of dementia, which constitutes a prevalence rate of 4.8%. Two characteristic findings became apparent in the present prevalence study. First, the number of cases increased with advancing age : 1.8% in the age group of 65-70, 5.0% in the age group of 75-79, and about 20.8% in the age group of 85 and over. Second, the female cases exceeded the male cases in the higher age groups of 75 years and older ( Table 2 ).
The diagnosed dementia was classified in three categories : senile dementia was found in 24.3% of the cases, vascular dementia in 41.3% of the cases, and other kinds of dementia in 34.3% of the cases. Senile dementia occurred much (Table  3) . As regards the correlation between age and diagnostic classification, although vascular dementia was found to be much more prevalent than senile dementia in the age group of 80 to 85, senile and vascular dementia showed nearly the same frequency. In the age group of 85 and over, senile dementia was more frequent than vascular dementia. The severity of dementia was divided into three stages, according to Karasawa's classification (Karasawa et al. 1982) . Fifty percent of the aged found to be suffering from dementia were diagnosed as mildly demented, 23% were classified as moderately demented, and 27% were found to be severely demented. The mean scores of Hasegawa's dementia scale were 19.6 in the mild dementia, 11.3 in the moderate dementia, and 6.7 in the severe form of dementia. This result indicated that one half of the aged people afflicted with dementia and living in the community were mildly demented. About 60% of the unclassified dementia was mildly demented. Concerning the correlation between the severity of dementia and age, no consistent tendency was obtained.
It is well known that, according to previous works, published by Kay et al .
(1964), Akesson (1969) , and Broe et al. (1976) , the prevalence rate of senile dementia appeared to be higher than that of vascular dementia. Japanese studies, however, appear to indicate that vascular dementia is more prevalent in Japan (Table 4) . We have to be cautious about the interpretation of the differences, because the estimated prevalence is influenced by many variables, and it is difficult to compare between different surveys. Nevertheless, this seems to be a very interest- 
Diagnostic issues of dementia
Dementia is defined as the acquired cognitive decline caused by the organic cerebral lesion. According to DSM-III in American Psychiatric Association, the diagnostic criteria of dementia is as following : (American Psychiatric Association 1980) 1) A loss of intellectual abilities of sufficient severity to interfere with social functioning. 2) Memory impairment. 3) At least one of the following (1) impairment of abstract thinking (2) impaired judgment (3) aphasia, agnosia, apraxia (4) personality change 4) State of consciousness not clouded. 5) Any evidence of a specific organic factor. This criteria clearly point out the essence of dementia. In dementia state of elderly, we have to differentiate between dementia and the amnesia seen in the healthy elderly. Amnesia reflects the physiological process of aging in the brain and is the memory impairment of recent events. It is always remained there and not progressive and does not usually interfere with daily social functioning. While dementia is caused by pathological process of the brain and the memory impairment is progressed to further global intellectual dysfunction such as judgment and disorientation.
Thus the cognitive decline eventually interfere with the social functioning of the afflicted person. The personality is seen to be deteriorated and hallucinations or delusions frequently occur.
The distinction between the two state is sometimes difficult especially in old-age group but I would like to emphasize that this distinction would be important.
Dementia is one of the clinical state and caused by many diseases e.g., intra-cranial tumor, general paresis, subdural hematoma, chronic posttraumatic encephalopathy, epilepsy, hypothyroidism, vitamin B 12 deficiency, chronic alcoholism, chronic drug intoxication, hydrocephalus, Creutzfeldt-Jakob disease, Wilson's disease, by far the most common are three degenerative processes referred to as arteriosclerotic or multi-infarct dementia, Alzheimer's disease, and senile dementia. While in arteriosclerotic dementia, the degenerative changes in the blood vessels may lead to focal lesion(s) of brain tissue, in Alzheimer's disease and senile dementia the degenerative changes in the gray matter may lead to diffuse destruction of the cerebrum. 
Senile dementia of Alzheimer type (SDAT)
Senile dementia is a disorder characterized by the progressive dementia of unknown etiology. It causes the marked cerebral atrophy and the characteristic microscopic findings such as senile plaque, neurofibrillary tangles, etc.
Since neuropathologic and clinical changes in Alzheimer's disease closely resemble those seen in senile dementia, it has been suggested that two disease are the identical one disorder or at least the similar one group of disorder.
As to the diagnostic criteria of senile dementia, DSM-III emphasize 2 points, in addition to the above-mentioned criteria of dementia, that is the insidious oneset with progressive course and the exclusion of a specific causative disease. In another words, the diagnosis of a senile dementia of Alzheimer type is one of exclusion. We have to make differential diagnosis of the potentially treatable dementia. There is no accepted treatment of senile dementia to date.
Recently, on the basis of systematic neurochemical research, the possibility has been raised that in Alzheimer's disease, a disorder of central cholinergic functions may play a significant role. Investigations from several centers have reported on a widespread deficiency in the cholinergic system affecting many parts of the cortex and the posterior hippocampus in Alzheimer patients (Davies and Maloney 1976 ; Perry et al. 1977). Since the enzymes responsible for the synthesis and breakdown of acetylcholine (choline acetyltransferase and acetylcholine esterase) are markedly deficient, while the density of receptor binding sites appears to remain relatively normal, the possibiliy of replacement therapy has been raised. Nevertheless, administration of choline, the precursor of acetylcholine, to facilitate central cholinergic activity in advanced cases of Alzheimer' s disease, has remained without therapeutic effects. We have still to learn more about senile dementia of Alzheimer type. Table 1) . The scale consists of eleven questions and it was developed and standardized in order to screen out those suffering dementia, from among the elderly endowed with normal intellectual functions. Test questions are date, place, age, recent events, place of birth, remote events, common sense problems, subtraction and immediate recall. The validity and reliability of the scale were found to be high, and the scale was also evaluated by several workers, who found it useful as a screening instrument to identify the demented aged. The full score in this test is 32.5. Healthy elderly people can usually get almost the full score. Marks of less than 20 may be indicative of mild mental decline, and marks below 10 may be regarded as a sign of prominent mental decline, as seen in the dementia state.
The author conducted the study in order to evaluate the correlation between Hasegawa's dementia scale and the performance intelligence tests (Fujita et al. 1979 ). The subjects are 36 demented aged and 44 non-demented aged. The mean ages of two groups are 78.6 and 77 years old, respectively. Hasegawa's dementia scale and seven performance intelligence tests are employed. They are Kohs' block design test, Bender-Gestalt test and WAIS five performance subtests, that is, digit symbol, picture completion, block design, picture arrangement and object assembly. These tests are administered individually by psychologists. The Bender-Gestalt test is scored by Paskal-Sattel's method. Performance IQ of the WAIS subtests are converted to the IQ level from 55 to 64 years of age. Table 5 shows the intercorrelations of the total tests employed. All of them are statistically significant. The scores of Hasegawa's dementia scale are most highly correlated with those of the picture arrangement subtest. The correlation of Hasegawa's dementia scale with Bender-Gestalt test is fairly low, but significant. The correlations of Kohs' block design test with five WAIS subtests are fairly high, respectively.
The result of the study suggests the validity of Hasegawa's dementia scale as a screening test for the aged with dementia. Especially Hasegawa's dementia scale combined with a performance intelligence test such as Kohs' block design test seems more valuable for screening the aged with a beginning of dementing disorders in the elderly.
The Hasegawa's scale is used not only for the adjunctive instrument to screening the dementia but also for the research purposes. The author investigated the psychiatric state of centenarians in 1974 by applying the scale (Hasegawa et al. 1974 ). The number of subjects were 115 out of 405 Japanese centenarians distributed throughout of whole Japan. Males numbered 20 and females 95. Their age ranged 100 to 105 years old. The same scale study was applied to 183 healthy aged people and also 27 dementing patients to be used as controls.
As the reults, most of the centenarians manifested considerable degree of decline in both physical and mental aspects. About 50% of the centenarians were bedfast and only 12% maintained usual daily activity.
When compared the distributions of the subject's score between the centenarians and the controls aged of average age 75, the peak of the score of the centenarians was lower than that of the controls by about 20. The mean score of the centenarians was 12.5 against 26.4 of 70 years old controls and 23.6 of 80 years old controls and the differences were statistically significant, but was not significantly different from 10.1 of the dementing aged.
However, comparison of the rate of correct answers of each items showed differences between these groups. The rate of correct answers concerning the spatial orientation, orientation to his age and recent memory were higher for centenarians, while those concerning common knowledge such as days of a year and name of present prime minister and calculations were higher for the dementing aged. In another words, the centenarians have reserved the cognitive ability indispensable for the basic daily functioning compared with demented aged, even though their average score does get as low as that of demented. The scale study clearly shows that there is a qualitative differences between centenarians manifesting physiological mental aging and demented elderly manifesting pathological mental aging.
The issues of community care of the demented aged
In the Kanagawa study in 1982 (Hasegawa et al. 1983 ), most of the aged with dementia (94.3%) had physical complications. The deterioration of general physical functions were observed among many of the demented aged. The bedfastness was observed in 28.6% of the aged with dementia, whereas 1.1% in the aged without dementia. General physical functions deteriorated with the advancement of dementia. Incontinence was found in 53% of the aged with dementia.
In the aged with dementia, various phychotic symptoms and problem behaviours were frequently observed. Sleep disturbance, delirious state, idea of persecution and so on were observed in 22.9% 17.1% and 10.0%, respectively. Problem behaviours were observed in 48.6% of the aged with dementia. The most high frequent problems were the disturbance during night 32.4%, wandering 20.6% and untidy behaviour 14.7% About 30% demented aged needed the constant and total care. The family taking care of the demented aged were physically, psychologically and economically imposed by the heavy burden, and 60% of the families have been taking care of the elderly for more than 3 years. About 40% of families admitted that there were problems within the families : that is the difficulty in house keeping, physical and mental exhaustion, insufficient sleep, economic burden and intrafamilial discord. As the degree of dementia became more deteriorated, the number of families complaining difficulty became greater.
The overall findings suggest that mental, and physical care are required for the aged with dementia. Furthermore, in order to provide better nursing care of them, their individual needs must be clearly understood. We need urgently integrative network of social and medical services in the community. What is more important, is that we should assist the care givers who are taking care of demented elderly in the family, not only by public policy but also by the private sectors such as the self-help group in the community.
It should be very important to develop the care technique as well as care system for the demented aged, especially in the community. Another important subject is to observe the natural history of age-related dementia and elucidate what factors might possibly inhibit or accelerate the progression of the dementing disorders, especially senile dementia of Alzheimer type. Along with the comparative epidemiological studies aforementioned, we might proceed in comparing the caring status of age-related dementia between USA, Hawaii and Japan. The author suggest these kind of comparative study might give us the valuable information about the knowledge of care of the age-related dementia in the future.
